was designed, not to penetrate the hymen, but to excavate the enormous mass of vaginal squamouscelled production brought about by the hormone of the follicular phase of the ovarian cycle, which, of course, was recognized by vaginal smears. In squirrels and other rodents the amount of desquamation in the vagina was so great as to occlude the lumen, and the modifications of the os penis might be connected with that.
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Mr. W. H. Graham said that from time to time cases of Peyronie's disease were seen, and a point arose about treatment. He thought that surgical excision had not given good results. The patients complained of curvature, and, secondly, of a constant ache in the organ. They had heard of good results from X-ray therapy and radium plaques, but his own experience of treatment with X-ray therapy was that while the pain or ache disappeared the curvature remained. Probably the best line of treatment was to leave them alone.
The Bladder Neck in Urinary Obstruction By D. M. WALLACE, O.B.E., F.R.C.S. ONE of the fundamental problems in tUrology lies in the mechanism whereby an enlarged prostate, be it large or small, interferes with the satisfactory emptying of the bladder, with the resultant acute or chronic retention of urine. The size of the adenomatous enlargement bears little relation to the question of retention and it is suggested that there must be some other factor apart from size alone that plays a decisive part in the onset of urinary obstruction.
Dogs are the only animals that develop an enlarged prostate, but this condition is three times as frequent in domesticated as opposed to the wilder breeds; dogs rarely suffer from urinary obstruction from an adenomatous enlargement although they may do so with vesical stones or prostatic infections; there is hardly any muscle at the bladder neck in dogs. This last observation has been responsible for this investigation into the relationship between bladder neck musculature and urinary obstruction in men.
During the last two years 343 cases of sudden death have been examined in coroners' mortuaries. These cases were typical of the population for a corresponding age-group since none of them were being treated for prostatic symptoms or for other diseases, a point of difference between this group and Randall's much larger series of 1,400 cases dying in hospital from other diseases.
The age-group 40-50 has been taken arbitrarily as a standard of normality and abnormalities in the later age-groups have been assessed on this basis. These abnormalities have been grouped under the following headings which are only representative of the major abnormality: Lateral lobe enlargement (enucleable); Adenomatous posterior commissure (which includes the typical "middle lobe"); Muscular posterior commissure (Marion's disease); Carcinoma (clinical not histological); Previous prostatic operations. Table I demonstrates the incidence of abnormalities at the bladder neck in age-groups from 50 and over. Table 1f demonstrates the incidence of obstructive lesions such as gross trabeculation, sacculation, diverticula or hydro-ureters in each type of bladder neck abnormality. It will be seen from this table that a pure lateral lobe adenopathy may frequently exist with an apparently normal bladder but that the muscular commissure (Marion's disease) is possibly the most likely single lesion to result in urinary obstruction. In order to clarify this point, large wedge sections were cut of the bladder neck in two types of patient, those with an enlarged prostate mainly of a lateral lobe type but with a normal bladder, and those that had died during a period of urinary obstruction. The points of difference between these two types are referable to the muscular component, in the first type ( Fig. 1 ) there is little prostatic capsule and hardly any circular muscle at the bladder neck whereas in the second group there is a mass of muscle above the adenoma at the internal meatus (Fig. 2) , and in Fig. 3 there is also a well-developed muscular prostatic capsule.
It would appear that urinary obstruction may be the result of the size of the adenoma in relation to the muscular capsule and the tension at the bladder neck-in other words a small adenoma and a well-developed musculature would result in obstruction whereas a much larger adenoma can, in the presence of a poorly developed musculature, coexist with a normal bladder.
In the series of post-mortem cases studied the bladder neck was cut in the sagittal plane and stained to differentiate muscle from fibrous tissue. In every case examined the tissue was predominantly muscular and not fibrous. The only cases of fibrosis of the bladder neck seen in this series were those cases which had had a previous prostatectomy. It was, however, possible to construct a series of diagrams ( Fig. 4 ) from multiple sections to illustrate adenomatous changes at the bladder neck up to the stage of the adenoma being extruded into the meatus by the tension developed in the muscular commissure at the bladder neck. The "middle lobe" can therefore be described as the result of tension developing in the bladder neck, the tension combined with the underlying adenomatous change being the fundamental cause of the urinary obstruction so often seen with the "middle lobe". This explanation meets the criticism that has been levelled at Swift Joly's theory-that retention can occur in the absence of a "middle lobe"-and that the size of the lobe bears no relationship to the severity of the obstruction-by relegating the middle lobe to a position of a secondary manifestation of tension which has developed in a posterior muscular commissure which is also the seat of adenomatous hyperplasia. The theory of a sclerotic bladder neck has been accepted for many years and Badenoch was one of the first to point out that the bladder neck is often muscular especially in cases associated with diverticula. During the last year the wedge of tissue at the bladder neck which has been excised routinely during retropubic prostatectomy, has been sectioned and stained differentially for fibrous tissue and muscle. In every case the tissue removed has been shown to be predominantly muscle.
The muscle at the bladder neck may be the factor that decides whether or not any particular enlargement of the prostate will be obstructive or not.
In order to study the pharmacological reactions of this muscle, the strips of muscle were removed during retropubic prostatectomy and perfused in a Dale's bath. The muscle responded to adrenaline in a dilution of one part in ten million, very slightly to acetylcholine and not all to the pituitrin group of drugs. The muscle which was perfused, which is anatomically believed to be part of the detrusor sling mechanism, responded in a totally different fashion from similar strips of muscle from the fundus of the bladder.
If the muscle will respond to the sympatheticomimetic drugs such as adrenaline or ephedrine, it would be possible to test the statement that the tension of the muscle in any given adenomatous prostate could be the factor in causing retention by the administration of such drugs. Ephedrine and adrenaline have been known for many years to be the precipitating cause of retention but in order to prove that the urinary streams of prostatic patients could be altered by these drugs it was necessary to devise a method of recording rates of flow. Using this method it has been possible to show that the stream of urine in a prostatic patient can be markedly slowed and on occasions stopped by the administration of 1-lj gr. of ephedrine. Using the same recording instrument it has also been possible to measure the pressure in various parts of the urinary tract. It has been found that with the end of a catheter in the prostatic urethra in a normal male, a pressure of approximately 30 mm. of mercury is required to maintain a steady flow of urine into the bladder. This is the pressure required to open the bladder neck to fluid perfused backwards. The Swift Joly theory of the valvular action of the middle lobe would on theoretical grounds be unable to explain any alteration of this perfusing pressure in cases of retention, whereas if the cause of retention is a tightening of the bladder neck the pressure required to force the internal meatus would have to be increased. 3 cases of acute retention have been examined by this method and in every case the pressure required to maintain a steady flow has been 50 mm. or more of mercury higher than a normal control. There is, therefore, sufficient evidence, anatomical, pathological and physiological, to warrant regarding the muscular component of the bladder neck as a significant factor in determining whether an enlarged prostate will be also an obstructive one. Mr. Terence Milin said that a great amount of research had been entailed in this important paper, and the outcome showed why a relatively minimal resection, even in the presence of a large adenoma, would frequently relieve tension. On the previous day he had seen a man, now aged 80 or so, who had been resected eighteen years ago. He had now a gigantic prostate but a virtually normal urinary stream. He hoped that this very promising work would be confirmed.
Mr. A. W. Badenoch said that the paper brought out histologically in the very considerable series of mortuary cases a fact which had been held clinically, namely that the obstructive factor at the bladder neck was often a muscular bar and the effects of this obstruction were usually much greater than with a large adenoma. Minimal resection would often relieve these tight bladder necks. He recalled one case of overflow retention, in whom the residual urine was 5 pints 15 oz. There was a bar at the bladder neck from which he took away tissue to the amount of 2 grammes, together with the top of the bladder, and the residual urine at the end of three weeks was 2 oz. In another case, a man of 26, with 32 oz. of residual urine and bilateral dilated ureters and pelves, he removed less than I gramme of tissue from the bladder neck, following which the man had no residual urine and the condition of the bladder, ureters and kidneys returned to normal. In each of these cases the tissue which had been removed was muscle. The ingenuity which Mr. Wallace has so frequently shown was well demonstrated by his machine for estimating the pressure in the urethra and bladder.
Mr. Innes Willams said that there were two points he would like to raise: The first was embryological. He had recently reviewed the evidence and did not think it was established that the trigone was derived from the mesoderm of the Wolfflan duct; moreover, all the muscle was of mesodermal origin, and an embryological differentiation between the muscle of the trigone and the muscle of the rest of the bladder was not justified.
The second point concerned the activity of muscle in the wedge excised from the bladder neck after prostatectomy. This must contain a portion of the trigone muscle which, being innervated by the sympathetic, would naturally respond to adrenaline. This should be distinguished from the detrusor fibres which encircled the bladder neck. The function of the sympathetic was obscure, since at ejaculation it was apparently responsible for closing the internal sphincter, whereas its action upon the trigone muscle was presumably the reverse.
Mr. Hugh Donovan said that Thomson Walker had stated in his textbook that the average weight of the prostates he removed was 2 oz. The speaker was surprised by this because although the average weight of the prostates he removed was also approximately 2 oz., he resected perhaps 50%, and these were much smaller.
We should remember the effect of drugs used for other purposes on the musculature of the bladder neck; for example, it was possible that the new hypotensor drugs (hexamethonium bromide, &c.) might cause retention.
The speaker had stated that there was no evidence of an internal sphincter in the greyhound.
If this were so, how could he explain the mechanism of the ejaculation of semen in this animal?
Mr. D. M. Wallace, in reply, said that he had tried various drugs in an attempt to find a satisfactory one for relaxation of the bladder neck muscle. Many of the recently publicized blood pressure lowering drugs acted by blocking the nerve transmissions at the synapses in the ganglia and therefore would weaken the detrusor as well as the bladder neck muscle. There were, however, drugs of an adrenolytic type which were non-toxic, prevented the response to adrenaline in vitro and appeared to be of value in increasing the stream in prostatic patients. These drugs had been used in Switzerland to facilitate the passage of catheters in cases of retention. Whether there would be one sufficiently effective to relieve retention without having to use a catheter was a question that had still to be solved.
The physiology of ejaculation was still one of the little-known chapters and a very largely neglected one. Rose of Manchester had been doing a lot of work on the-subject and believed that after a thoracolumbar bilateral sympathectomy a normal orgasm was possible but that there was no ejaculation although occasionally a few sperms could be recovered from the urine. It would appear that the orgasm is a central effect and sympathectomy acted by interrupting the motor pathway. Rose also had been measuring pressures in the posterior urethra and found that the pressure required to force the "internal sphincter" was often reduced after a satisfactory sympathectomy. The pressure, however, was never reduced to zero so there were possibly two different mechanisms, urinary and sexual, responsible for the tone of the bladder neck.
Solitary Cyst of the Kidney By ANTHONY WALSH, F.R.C.S.I. Senior Surgical Registrar, Royal Southern Hospital, Liverpool SOLrrARY cyst of the kidney must, at the outset, be distinguished from polycystic disease, from the numerous tiny retention cysts so commonly found in chronic nephritis, and from the specific cystic conditions of the kidney, such as hydatid disease, dermoid cysts, cystic degeneration of tumour and tuberculous cavitation. It must also be distinguished from hydrocalycosis in which a cyst-like cavity is found which communicates with the pelvicalyceal system by a narrow opening or channel. The true solitary cyst never communicates with pelvis or calyces. It is generally found in the renal cortex and usually the greater part is projecting from the surface of the kidney, whether the cyst be small or large, and these cysts may vary in size from a diameter of only 1 cm. to the enormous specimen reported by Carling (1934) which contained over 25 pints. Less commonly the cyst is in close relationship
